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Initial Comments

This Statement of Deficiencies was generated as
a result of a complaint investigation conducted in
your facility from 12/6/10 to 1/4/11. This State
Licensure survey was conducted by the authority
of NRS 449.150, Powers of the Health Division.

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

Complaint #NV00026986 - The allegation
regarding insufficient food was not substantiated
through observations, record review and
interviews with staff and residents. The allegation
regarding unlocked resident medications was not
substantiated through observation. The
allegation regarding spoiled food being found in
the facility was not substantiated through
observation and interviews with facility staff.

#NV00026986: The complaint investigative
process was initiated by the Bureau of Health
Care Quality and Compliance on 12/6/10.

The investigation for the allegation of insufficient
food included:

-Observations of the food available in the facility:
Observations verified that there was plenty of
food available to the residents and that the
resident in question, made no requests for food
or complained of hunger during the onsite
investigation.

-Reviews of the resident's file, weight log, hospice
nursing notes and medical records were
completed.
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- Interviews were conducted with the resident, his
caregiver, his hospice nurse and an additional
resident living at the facility.

The investigation for the allegation of unlocked
medications included:

-Observations of the facility. Observations
verified resident medications were kept locked up
in a locked hall closet. No medications were
found unlocked at the time of the onsite
investigation.

The investigation for the allegation of spoiled food
included:

-Observation of the facility. Observations of the
food pantry and stove top were completed and
verified that there was no spoiled food found.

- An interview was conducted with a caregiver
regarding the storage of food in the pantry.

The facility had a sufficient amount of food
available for the residents. The facility had
ensured that resident medications were secured
in a locked location. The facility's pantry and
stove top contained food that looked fresh and
edible; with no spoiled food found at the time of
the investigation.

A regulatory deficiency unrelated to the complaint
was identified and cited. See Tag Y026.

449.190(3) Contents of License-Multiple Types

NAC 449.190

3. Aresidential facility may be licensed as more
than one type of residential facility if the facility
provides evidence satisfactory to the bureau that
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it complies with the requirements for each type of
facility and can demonstrate that the residents will
be protected and receive necessary care and
services.

This Regulation is not met as evidenced by:
Based on record review on 12/6/10, the facility
was caring for a resident with a chronic illness
without an endorsement and failed to obtain the
necessary training to care for such a person
(Resident #1).

Severity: 2 Scope: 1
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